death, it represented the thoughts of many in the medical care field. Many of his recommendations have been officially adopted by the Committee,' and incorporated in the legislation introduced to carry them out.' In the bill much of what is involved below is dealt with in the sections on Comprehensive Health Service Organizations.
Functional group practice
Figures 1 and 2 are graphic representations of the models he described in this last paper. While these could be used in any country, his treatment of them in this document is in a U.S. context.
It shows a regional model for a personal health service delivery system. The shaded area is labeled "Functional Group Practice," using the phrase to emphasize the needed continuum of health team relationships. It is focused on primary health care, rather than on the medical specialties. It could be housed in an office suite, but normally it would be in a neighborhood or community health center, a community hospital, an extended care facility, or a regional teaching hospital (with its medical school and training facilities for other health careers).
To understand his fuller meaning, we must proceed to the third Figure  which shows how much his group practice focuses on the primary health care team composed of various arrangements of physician, nurse and aide personnel. Supporting them, of course, are various specialists, who in turn are backed up by more complex, but only occasionally needed super-specialized personnel and facilities.
In this year of the women's liberation movement, it seems quite fitting that Dr. Marie Callender, a student and close colleague of his, is dealing further with his ideas on personal health services organization. She gives the context of this proposal in her paper on Weinerman's views of the total personal health care organization picture. Dick himself could probably not have resisted pointing out that the traditional health team model in the U.S. is a male superiority model. The M.D. is "captain of the team" and the vast majority of M.D.s are males in the U.S. In his primary care models the nurses and aides, predominantly female positions in the U.S., are full partners.
The health center and health maintenance
In his functional group practice, "the local community health center is the most important element. The basic functions here are health maintenance and first line medical care on a personal continuous basis." Figure 3 The health insurance fund must allocate some of its own resources to these purposes. It must regularly assign an appropriate portion of its monies for the "maintenance and improvement of standards of resources, for demonstration of better methods of training and construction, for experimentation with new types of personnel and facilities, and for liaison with other agencies having responsibilities for general educational training of health manpower and for construction of facilities in the health field." (See section IV.)
Specifically, how would this country achieve the large numbers of functional group practice needed? Under the heading "Utilizing the Health Insurance Mechanism as an Instrument for Reorganization of the Service System" (section II), he proposes these positive incentives toward functional group practice:
1. Payment on a capitation, salary or fee basis, as elected by the group unit. He explains that since there is adequate evidence that group practice is actually more economical, this would mean higher than average incomes for efficient group practice physicians. He meant particularly that expensive in-hospital room and board is avoided through comprehensive care by the primary health team in prepaid group practice, a finding which has been demonstrated repeatedly in recent decades.82
. Full cost reimbursement for the total health team, to support specified kinds of nonmedical personnel, supportive technical resources and the full costs of regionalization, e.g., communications and transportation costs for the groups' linkages with long-term care facilities, hospitals, and superspecialty resources. In other words, the physicians would not need to sacrifice personal income to support the full team and valid supportive services, as is largely the case with the British capitation payments to its general practitioners.
3. Special financial incentives to encourage the grouping of physicians would be provided through initial higher rates of reimbursement to allow development of a group, and of the group health center facilities, and to enable training of allied health personnel.
4. Reimbursement would be provided for quality control and improvement mechanisms, such as medical audit. "Differential reimbursement might reward achievement in quality, comprehensiveness of care and cost containment" (an interestingly cautious use of the word "might").
5. Preferential reimbursement would be provided for training schools and programs emphasizing the primary health team in group practice and regionalization. Financing would also include the costs of continuous inservice training in group practice as work-study programs or as refresher continuing education training on a leave basis.
DISCUSSION
What else must we add to Weinerman's model and proposals on functional group practice in a regional system? A few things, perhaps, concerning the composition of the health team. Inclusion of the dental and pharmaceutical teams, as is done in the OEO and HEW-sponsored Neighborhood Health Centers,7 might be mentioned, and other aspects of comprehensive care specified.
The place of consumer participation (and/or control) might be dealt with as a major element in the model. Finally, the linkages of health care research with the systems of payment, service and training might be spelled out.
Weinerman's concept of the functional group practice team, with its health care and social relationships, lends itself to research and evaluation. But are we ready to incorporate these concepts into a national health security program with the conscious social policy of developing them? To do so now in demonstration with well done health care research and/or evaluation seems urgent. But even without further definitive research, must we not use our best judgement? Certainly our present chaotic, wasteful nonsystem cannot be tolerated any longer. Dick Weinerman stood for positiontaking and research. This seems the best road for the rest of us to follow toward a national health security program. 
